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Occupational therapy is a profession that is growing throughout the world.
Kenya is one country in which occupational therapy is fairly well established. The
purpose·of this study was to document how occupational therapy has evolved over
.

.

recent years. A major focus of this study was to identify the educational levels of
occupational therapists in Kenya, types of practice settings, prominent diagnoses of
patients treated, utilization of rehabilitation services, current trends and practice in .occupational therapy, and acquisition, use, and maintenance of adaptive equipment
•

r

The Development of Occupational Therapy in Kenya· survey was sent to 28 practicing_
occupational therapists in Kenya via internet or postal mailings. This study, which
recognized several significant aspects of the development of occupational therapy in
-·Kenya, achieved an 89% response rate. Although this survey consisted of mostly
open~ended questions, the results show that a majority of therapists -practicing in ·
Kenya have similar views. The advancement of occupational therapy in Kenya has
· been the result of positive changes in the profession.
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CHAPTER I
INTRODUCTION
Occupational therapy has been developing around the world for many years.
Though many underprivileged countries have either not been interested in the
profession of occupational therapy or it has been a low priority, Kenya is one of the
developing countries in which occupational therapy has been well established and is a
growing profession (Joe, 1993a).
The purpose of this study was to.document the development of occupational
therapy in Kenya. The objectives of this study were to determine the educational
levels of occupational therapists in Kenya, types of practice settings, prominent
diagnoses of patients treated, utilization of rehabilitation servi~s, current trends and
practice in occupational therapy, and acquisition, use, and maintenance of adaptive
equipment The study was conducted by way of surveying current practicing
occupational therapists in Kenya. It is beli~ved that generalizations can be made
from this study that can benefit both practitioners and the profession of occupational
therapy in Kenya.
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CHAPTERTI

LITERATURE REVIEW
HealthCare
Traditional governmental health services in Kenya were founded as
centralized, highly technical, and controlled by the "experts" or those who worked for
the government. The primary health care systems seek to prevent disease, address the
conditions in the impoverished areas that seem to cause many of the health pro~Iems,
. and to instill community-based responsibility and management for health
maintenance. It is important to note that the specific elements of the primary health
care system vary from one place to ano_ther and from one agency to another. The
common theme is that prevention and education will promote more responsive and
appropriate health care services. These preventative measures include "consistent
efforts to improve sanitation, enhance public health education, to control the spread of
infectious disease through vector management and immu¢zation
where
possible, and
.
--...
to expand training of indigenous staff' (Chaiken~ 1998, p. 1703).
In a study completed by Mwabu, Ainsworth, and Nyamete (1993), which

addressed the consumer responses to health care, it was found that the distance to the
hospital or health care facility was one of the most important factors in health care
being too expensive for households to seek out medical attention. Travel to the
2
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nearest facility to receive medical care requires too much out-of~pocket costs and
time costs. The same is true whether it be a government facility, where medical ·care
.-

.

is provided without user fees applied, or at a mission facility or private provider. It is
clear that the rural areas tend to have more health care needs due to the lack of
finances for travel and the distance to the medical facilities. Chaiken (1998) reports
·that while she worked in western Kenya in the mid-1980's, it was obvious that the
people were underserved:
The health centers and clinics
were located at great distances_ for many people,
.
-

and services available were minimal, especially in the government-run centers
that were poorly supplied and inadequately staffed. 6n a number of occasions
I was told of patients turned a.way because no staff was on duty.... and on one
memorabie occasion in one of the more "affluent'' health centers,~ saw over
60 children immunized with two needles for lack of supplies. Local people
routinely commented that there was little point in seeking treatment at the
Health Center because they knew there were no stocks of drugs for treatment,
and ·seriously ill patients often remained at home because it was colt11llon
knowledge that there was no fuel for the Health Center jeep to_ transport the
patient to the district hospital (Chaiken, 1998, p. 1702).
It is reported that since Kenya gained independence in- 1963, "an - administrative philosophy of 'regionalism' gave rise to the continuing dispersal of
decision-making authority" (Chaiken, 1998, p. 1706). This allowed

for a decline in
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the quality of health care services in many of the rural areas because the expenses
were too high to provide it.
During World War II, medical dispensaries began to visit the rural areas by
way of "mobile safaris."· This allowed the underserved areas to receive medical
.

.

_attention without having to travel great distances or paying large amounts of money.
· These medical services are still _being provided in the remote areas today. The
contemporary equivalents in Primary Health Care are mobile clinics. These mobile
clinics help to promote medical care to people who may live a great distance from a
health care facility. However, routine visits are often difficult due to denied access to _
vehicles, no or low fuel, unwilling staff, and a lack of sufficient supplies. This _
- inconsistent nature may cause more harm than good to many people in the area. It
also undermines the public confidence in the reliability of health services (Chaiken,
1998). .
As stated byOgembo-Kachieng'a (1998), "The process of transferring health
care from hospital-based curative care to primary-based preventative care has itot
been very successful" (p. 633). Some of the reasons that Ogembo-Kachieng'a (1998)
suggest are (a) there is no definite explanation for primary health~: Some view
primary health

care as transferring curative care to rural areas by building more

facilities. Even where there are hospitals available, the essential equipment and drugs .
are lacking, therefore the services provided are compromised; -(b) many of the health
care facilities that have been built have remained closed. Since the government has
not been able to financially assume responsibility for the opeiations·ofthese health

care clinics, the local communities have become cynical about the national
.

.

government; (c) the primary health care sectors lack the technological support
needed Many of the technological advances are aimed at·curative health care/not·
primary health care. The reality is that both curative services and preventative
services need to be provided in order to sustain a health system.
Health care in Kenya is divided into three groups.. The first are the people
with high incomes who depend on the private facilities for treatment. The second are
the population of people with low middle incomes who use both the private
. and the
.

governmental facilities for treatment. The third group are the people who are poorer .
and depend on the governmental hospitals for all of their medical needs (Mwabu et
al., 1993; Ogembo-Kachieng'a, 1998).
Sin~e Kenya gained independence in 1963, the Kenyan government has been
trying to transform the health care delivery system in a way that would eliminate ·.
inefficiencies that characterized the system. The targets of refonn were symptoms of
inefficiency and inequality. The underlying causes of these inefficiencies were poor·
management and inappropriate pricing of services.. These issues included wasting of

-

drugs, fow staff morale, misuse of transport facilities, and over".'utili?tion of referral
.

facilities. The areas of inequality that drew the government's attention were limited
access to medical care by the poor, concentration of medical personnel and facilities
.

.

in urban areas and the absence of medical ins~ce coverage for the_people·in the
rural areas and those in the urban infonnal sector (Mwabu, 1995).
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In more recent years, there have been studies completed to detennine the -

satisfaction of patients with the health care services that they received. It has been
-

.

concluded that improvement in health care services does. not depend on the providers,
but on the individuals receiving treatment Improvement from the providers ·will have -

a

_ no effect on the demand ·of services if it is not perceived by the people as quality
improvement Therefore, the patients are the ones who should have the stronger
voice in health care (Mwab~ Ainsworth; & Nyamete, 1993).
Technology and Supplies
Since technology is an evolving area of health services, it is important for
facilities to have the proper equipment to provide proper services. However, it is
simply not available in many Kenyan facilities._ .The demand for the services that
require the technology exceeds the supply. This results in a need for rationing and a
demand for a more effective structure for purchasing, using, and maintaining
equipment. In the ideal situation, the use of technology should make services more
cost effective and valuable for the patient However, this is not often the case.

--

Developme~t of Occupational Therapy in K~nya ._

In most developing countries, occupational therapy is either non-existent or a

low priority. However, Joe (1993a) discovered that the profession is well established
in Kenya. In fact, Rev. Gregory Nzioka Kivanguli, head of the faculty of
occupational therapy at Kenya Medical Training College in Nairobi, stated that he
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feels "Kenya has the best developed occupational therapy services in Africa, outside
perhaps of South Africa" (Joe, 1993a). Occupational thera~y services as they are
recognized today have been available in Kenya since 1971 (Punwar, 1994). The
World Federation of Occupational Therapists (WFOn in 1976 approved Kenya's
occupational therapy curriculum, and they have remained members since then (Joe,
1993a).
· As stated by Bontje (1998), occupational therapy has four major themes.
These themes are the role of occupation, the integration of people with disabilities
into society, community-based practice, and collaborative practice. The role of
occupation is based on the "idea that engagement in selected activities, notable crafts,
promotes health and recovery froni disease" (Bontje, 1998, p. 44). Sh~rter admission
periods and being perceived as ''play-ladies," or people who simply provided
' activities for entertainment, may have been factors in reducing the role of crafts in
occupational therapy treatment The integration of people with disabilities into
society can be done by challenging social and health services on the behalf of the
patients to allow for better deals on the adaptations that need to be made for their
ability to live independently, financial support, and other arrangements that may be
needed. Occupational therapists can also be advocates for people with disabilities to
gain rights and privileges. By completing treatment in the environment in which the
patient lives and perfonns their occupations, the treatment can be more productive
and meaningful to the patient, which is the idea behind community-based practice.
And the fourth theme, collaborative practice, is simply the communication between

8

therapists about the profession. As stated in Bontje (1998), ~'professional barriers and
specialization have resulted in poor coordination, unmet patient needs, and higher
costs" (p. 45), which does not promote the profession to the patients and the
· community. Therefore this is an area that needs to be addressed.
These four themes are carried out through many different types of approaches.
While visiting a small rural area of Kenya, Piergrossi. (1996) described it this way:
The daily activities of the people we met were what their lives were all about: .
the play of the children, the dedication of the teachers, the building of
classrooms using nature's materials, the carrying of water, the praying
tog~ther. It was once more clear in my mind that occupational therapy is
about being able to do - helping others to do, but it is also about being, about
maintaining human dignity (p. 24).
Some of the areas affecting the practice of occupational therapy.in any
country are the economy of the country, the healthcare system, and the culture and
accessibility of healthcare services. These are all especially true when discussing a
developing country (Guidetti & Soderback, 2001).
History
Rehabilitation in Kenya has been developing for many years. The
Rehabilitation Centre located in Nairobi in 1948 began to develop occupational
therapy and focused on handicrafts of interest to patients and was known as
Diversional Therapy. In. fact Keer and Kirkaldy-Willis (1948) state that the

9

organizing of handicrafts "soon taught us that we would have to develop slowly and
learn from our patients just what they would do and just what they would not 'do."
Therefore their treatment was developed around this idea.
In learning a new skill, the materials to create the product would have to be

purchased by the patient. The Africans did not display an interest in this, which
· caused some difficulties for the early therapists. In addition, most of the patients
could not afford to dos~ even if they had the desire. The image ofhospitali:zation

was of rest and recovery, _not rehabilitation and exercises. The e:,cercises that were
performed by the patients had to be slowly introduced and any craft activity had to be
tactfully explained as a rehabilitative measure since the Africans would see it as
. exploitation. Otherwise, the patients did not like the i~ea that they were not getting
paid for the work that they did, even if they understood that the activity was
beneficial to their mental and physical condition.
Therefore, the Rehabilitation Centre had to face the difficulties of paying the ·
patient for his work and then relying on the profit made from selling the items to
recover the costs. The first crafts began with learning how to plait sisal tow and
fashion it into doormats and spinning raw wool fleece into yarn using_the spinning ·
wheel. The craft could be graded from weaving to spinning for the higher
functioning patients. Each rug represented about six weeks to two months worth of
work for the spinner and about three to four weeks for the weaver. Since the crafts
took a while to complete, the patients that were targeted with these activities were the
,·

long-term patients. After learning the craft as diversional therapy in the hospital,

many of the patients who were disabled continued this skill as a livelihood and a way
to earn a living. The aim for the future of the Rehabilitation Centre was to provide
diversional therapy for all patients who are in the hospital for more the six to eight
weeks and to provide economic occupational therapy that could be carried out for a
means of livelihood to those patients who were disabled and could not return to their
previous jobs (Keer & Kirkaldy-Willis, 1948).
Although the roots of occupational therapy are in craft activities and the idea
that engaging an individual in these activities promotes health and wellness, over time
this focus has changed to the more traditional view of trying to achieve functional
independence. The main concern now is that people with disabilities achieve the
most fulfilling lifestyle possible for them. ·Most of the clients may never achieve full
recovery, but that is what makes it necessary for occupational therapists to help them
overcome the effects of the disability (Bontje, 1998).
Occupational Therapy Education
In 1968, a group of foreign expatriate occupational therapists began a three-

year occupational therapy program at The Medical Training Collegej~ Nairobi.
Although there is not a program for assistants, aides are generally trained on the job.
To attend the college, tuition is free, but students pay for room and board and buy
their own uniforms (Joe, 1993a). There are thirty students admitted to the program
each year (Guidetti & Soderback, 2001). After graduation students are obligated to
fulfill service in a rural area. In order to modify the program to benefit the patients

and the area, the college attempts to make the program relevant to the local culture
and to the community-based treatment system by emphasizing prevention and
primary care.
Since males are considered the primary breadwinners and were thought to
make better therapis,ts, a majority of the students were male. When Kivariguli
became the occupational therapy directorin 1991, he changed the program. He
allowed the program to.pe even in number between males and females (Joe, 1993a).
·In order to become an occupational therapist in Kenya, one must attend an ·
accredited school for 3 years. During these three years, students gain clinical
experience, which involves completing assessment forms and doing skill
.

.

demonstrations after each clinical experience. Tutors and therapists aim to provide a
balance between ho~pitals and community placements ·or visits for the community
experience of the students' clinical requirements. The students are required· 1736 ·
hours of supervised training broken down into the first year having 88 hours~ the
second year 208 hours and the third year 1442 hours.
During the first year, the students have orientation and observation in an OT
clinic in Nairobi one day per week for thirteen weeks. In the second year, the
·--..
.

students attend clinics two days a week for thirteen weeks where they carry out
.

.

clinical work under the direct supervision of a qualified and experienced occupational·
.

therapy staff member in aclinic also in Nairobi. During the third and final year, the
students remain in the occupational therapy clinics full time for ten months. During
this time they stay in Nairobi at OT clinics and spend six months, which is divided

.
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evenly into three areas of practice, physical disabilities, pediatrics, and psychiatric
conditions, where they gain hands-on experience. While _still in Nairobi, they also _
attend a two-week leprosy training, and spend a short period of time in the schools for
children with mental and physical handicaps. After the s~ weeks in Nairobi, they
then complete four months of clinical training in the provincial/district OT clinics
with emphasis in the areas of psychiatry, physical disabilities, and pediatric
conditions. Since most therapists work in the rural areas it is essential for the students
to have the experience in this setting. It is also important for the s~dents to learn
how to provide OT services when the conditions are less practical than in the urban
areas, as the working conditions are slightly different Many times the availability of necessary materials and equipment are not the same as in the urban areas (Shimali,
1987; Joe, 1993a).
The System
The Kenyan government is a major employer of many occupational therapists.
This is 4ue greatly to the educatio~ facility being a government institution and students who are admitted to take the prescribed courses are going to school on
governmental scholarships (Shimali, 1986). The government has positions in its
national and provincial hospitals as well as in regional clinics, which include facilities
for people with mental retardation and mental illness (Joe, 1993). These hospitals are ·
the Kenyatta National Hospital and Mathare Mental Hospital, both of which are
located in Nairobi, Kenya (Shimali, 1986). There are over 600 occupational
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therapists who are employed in Nairobi, Kenya (Guidetti & Soderback, 2001). Other
job opportunities are available through international non-governmental organizations,
religious schools for children with disabilities, in businesses working to prevent or
treat work-related injuries, and private practices (Joe, 1993a).
Since many of the hospitals in Kenya were built before independence in 1963,
health care was focusing on curing and preventing many of the common tropical
diseases. Now, many years after independence, these hospitals have expanded and
were supposed to include occupational therapy departments with a focus on
preventative medicine, primary care, and community-based treatment (Punwar,
1994). The main difficulty now is that most of the occupational therapy departments
are within provincial and district hospitals where the expansions have not yet taken
place (Shimali, 1986).
There are limited opportunities for occupational therapists in Kenya to
perfonn research and to develop international contacts due to lack of financial
resources (Guidetti & Soderback, 2001 ). Therapists in developing countries tend to
be less specialized since there are more patients per number of therapists and in the
rural areas, there may only be one therapist for an entire area (Punwar, 1994).
Current Trends
At the Kenyatta National Hospital in Nairobi, each occupational therapist sees
about six patients a day on two different wards for a total of 12 patients a day.
Additional outpatients are seen as well. The inpatient services at the hospital are
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provided free of charge while the outpatient services are charged a token amount for
occupational therapy services (Joe, 1993a). Children are .,rovided occupational
therapy services as weU-as health care services free of charge no matter whether
inpatient or outpatient in the public institutions up to the age of five years (Guidetti &
Soderback, 2001 ). While there is not an established sys~em of interdisciplinary
treatment sessions, the occupational therapists and physical therapists do have
informal consultations on the wards (Joe, 1993a).
Occupational therapists working in district hospitals areinvolved in
Community Based Rehabilitation programs. According to three United Nations
bodies, amongst them the World Health Organization (WHO), '"Community based
rehabilitation is a strategy within community development for the rehabilitation,
equalization of opportunities and social integration of all people with disabilities"
(Bontje, 1998). The African Medical Research Foundation and Danida and Swedish
International Developmental Agency (Knutsson, 1987, 1989}sponsor some of these
Community Based Rehabilitation programs. By using these community-based
rehabilitation services in rural areas, therapists·are able to reach larger segments of
the population (Punwar, 1994).
In the more rural areas, health care is sparse. The families do not have the
transportation or money to travel to the city for care. Therefore, when a patient does·
arrive at the hospital, they are generally in much more of a critical condition than if
they lived in the city or had access to health care. Lebowitz (1991), who traveled to
Kenya to volunteer in the 12-bed burn unit in Kenyatta National Hospital in Nairobi,
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Kenya, reports that when a patient comes from a village to the hospital, "they were
put in bed for 10 days under a tented covering used to w~d off bacteria. Basic
positioning and IV therapy were also initiated. If the patient survived after 1Odays,
wound care would begin" (p. 8). Hydrotherapy was not available and lubricants or
water were not used to remove dressings. The patients would soak in a tub of saline
solution for up to three hours before debridement and PROM were performed.
Shortages of equipment hindered the rehabilitation of these patients. Splints were
shared and only provided for static extension of the knees, elbows, and axillas. The
materials that were available were donated from the therapists who were volunteering
and had access to medical supply companies· who were willing to donate medical
supplies, including splinting materials (Lebowitz, 1991).
In general, most of the materials and equipment used in occupational therapy

departments for treatment are imported from abroad. Therapists are able to adapt the
local.materials, such as wood, rubber, and metal materials, to assist in the treatment of
their patients and fit the patients needs. These adaptations, however, are not
standardized and are not widely used (Shimali, 1986).

.-.

_

Education Advancement
Since occupational therapy skills, concepts, and techniques are being adapted
to fit many cultures and environments, practitioners are beginning to build a desire to
communicate with colleagues outside of their own country to collaborate in clinical
problems, share knowledge, and open new areas of practice in occupational therapy
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(Punwar, 1994). International education is an ideal way to develop the profession of

occupational therapy. By reaching out to other countries for educational benefits,
Kenya can increase the experience of the profession and in tum expand the
knowledge of the profession in the communities. According to Bontje (1998), social,
political, and ~conomic thinking is known to hold most people with disabilities in ·
socially disadvantaged positions, causing them to be less of a contribution to society
and with a lack of independence. However, since the focus of occupational therapists
is on occupation, they share a common bond with people with disabilities. By
expanding research and sharing experiences internationally, the profession and
position of people in society can be enhanced.
The Kenyan therapists who·have had the opportunity to learn from other
countries and other therapists have expressed an interest in learning more from those ·
who are willing to share their knowledge. Gethi, a Kenyan therapist, as expressed to
Joe (1993), would like occupational therapy departments to continue to "open their
arms" to foreign therapists so that they may have the opportunity to benefit as she has
from her travels to the United States to expand her skills. As Gethi states in Joe
(1993), "We may not be able to duplicate exactly what you have, b~! we can borrow
and adapt it to our own situation" (p. 6).
A program called Ameri-Ken Rehab was established to provide an
opportunity for American occupational therapists and physical therapists to work with
Kenyan therapists. The purpose is to help Kenyans develop their clinical and fonnal
educational programs, to allow therapists to come to the United States for advanced
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study and subsequent teaching in Kenya through scholarships, and to provide an
exchange program for Kenyans to work in America and Americans to work in Kenya
(Lebowitz, 1991). This program was designed by Americans and Kenyans following
the K~nyan ideas on the vision and future of rehabilitatio~ in Kenya. Other areas of
focus for this program are on curriculum development, scholarship awards,
dissemination of appropriate technology, development of marketing strategies, and
provision of access to current rehabilitation techniques (Jeter & Kilmarx, 1995).
The Focus on Pediatrics
In 1996, about 60% of the population of Kenya were under 15 years of age.
Therefore the area of pediatrics is one of the two main areas of rehabilitation. The
other being acute trauma resulting from traffic accidents (Tyldesley, 1996). The
Kenyan child's environment, playmates, extended family and the more natural way of
belonging to community are highly influential factors in occupational therapy. The
individuals in the child's social circle play a large part in the child's therapy,
especially in the home-based setting.
It is estimated that one in every 10 children in Kenya dies before his or her
fifth birthday. Some families with children ~ho have disabilities hide their children

because of the social traditions and taboos in Kenya concerning individuals with
disabilities. This fact hinders the gathering of exact numbers of children with
disabilities who are in need of treatment or who do receive services such as
occupational therapy. Even if the child is being treated (since children under the age
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.of 5 years receive services free of charge) this may cause great difficulty to the
occupational therapist As a result, parents and caregivers do not always tell the truth
about the child's age, which can effect the occupational therapists intervention plan
and judgement and evaluation of the child's developmen~ skill.s (Guidetti &
Soderback, 2001 ).
Occupational therapy is fairly well established in Kenya compared to other
developing countries. However, the concept of occupational therapy in the schools is
a fairly new idea. It has only been around in the schools for about fifteen years. One
school in Nairobi, the capital of Kenya, is Fairmile, which is a day school for 25
children from ages 3 to the teen years for children with severe disabilities. Although
diagnoses in Kenya are imprecise, the labels of autism, mental retardation, Down
Syndrome, cerebral palsy, and fragile X syndrome may be commonly given to these
children. For one Kenyan therapist, Stella Gethi, OTR, upgrading her skills to work
with these children has been a priority. It was such a priority that she returned to the
states, via a sponsorship by the U.S. Agency for International Development {AID), to
upgrade her skills in sensory integration and other pediatric specialty areas. She was
educated in the United States and returned to Kenya to practice. When she first began
to work at Fairmile, she worked individually with the students. Gradually she began
to move into group activities with the children. After establishing her profession in

this school, she is able to spend time guiding teachers and consulting on problems
that individual children may have. Each child's individual education plan is
developed by the collaboration ofGethi and the teachers (Joe, 1993b). Occupational
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therapists are ainong the health professionals that are participating in a coordinated
effort by an organization called Action Aid to make·and provide low-cost aids for
disabled children (Knutsson, 1987).
Another method to teach and treat children that is being used in· Kibwezi, one
of the more rural areas of the country, is the community-based rehabilitation (CBR)
project The objectives of thi_s program are to integrate children with disabilities into
the primary school system with the other children in the area. The teachers and the
CBR professionals focus on teaching the children what it means to be disabled and
about their disability. The parents of these children are also educated in these areas.
For Piergrossi (1996), during her trip•to Kibwezi, thoughts of some of the
fundamental aspects of occupational therapy surfaced. Through the trip, it was clear
that general sanitation conditions were a concern for the CBR therapists. However,
they also knew that their role was to help the many children and adults with
disabilities "who without them would have spent their lives seated in the comer of a
hut without school, without :friends, without the chance to do anything for
themselves."
In other areas of the country, children with disabilities are already integrated

into the classrooms of the primary schopls. These children are learning to work
together and treat one another equally and as individuals with a purpose (Piergrossi,
1996).
In 2001, the percentage of therapists in Kenya who treat children with cerebral

palsy was about 60%. The treatment approaches and frames of references that are
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taught and used in the occupational therapy program in Kenya are the Sensory
Integration Approach, Bobath's Neuro-Developmental F~e of Reference, and
Rood's Approach to Sensory-Motor Development and Treatment (Guidetti &
Soderback, 2001 ).
Status of Occupational Therapists
Many members of the Kenyan population regard health services as a form of
curing diseases by means of medicines or surgical procedures, which are only
addressed in medical facilities and hospitals. With this view of medical professions,
it is difficult for the public, especially those in the rural areas, to understand the .work
of occupational therapists and the· services that they can provide. Along 'Yith the
general public, other medical professions do not have a good understanding of the
role of occupational therapists. Occupational therapy is considered inferior to some
of the other rehabilitation team members. Therefore, the doctors who could refer
patients for therapy often do not due to a lack of understanding of the profession and
its potential benefits to their patients. This does not allow occupational therapists to
maintain an equal status with other members of the rehabilitation team (Shimali,
1986). As with other professions, occupational therapy seems to be increasing the
amount of time and money spent on managerial issues and "selling" the profession. _
This is time that could be spent on patients and their needs as well as money being
used for treatment aids (Bontje, 1998).
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Occupational therapists are not confident in their work and in the use of
various treatments. Many of the occupational therapists feel insecure about carrying
the materials and equipment needed for their treatment to the wards for use during
their sessions. Therefore without their materials, they find it difficult to complete
their treatment sessions and rely in completing pure exercises with the patient. This
practice is often a repeat of what the physiotherapists are doing in their treatments.
Since there is a duplication in services, occupational therapists often find it difficult to
provide their services to patients who are also receiving physiotherapy services. This
confusion is often evident in the area of pediatrics, which in tum results in
inconsistent referrals and confusion among the mothers regarding who is to treat the
child and what the therapist's role·is in the child's treatment (Shimali, 1986).
Occupational therapists are attempting to expand the education of the role of ·
occupational therapy, its benefits, and the effects it has on patients. This has been
attempted through education of patients and other professionals with which
occupational therapists work, word-of-mouth, and by delivering radio broadcast talks
· on the role of the profession (''News Supplement," 1981).
Occupational therapists typically do not have a secluded trea1:JJ1ent area and if
there is a treatment area, it is usually small and crowded. These conditions can be a
hindrance to treatment as patients can be easily distracted and is not optimal for
concentration, especially when treating children or people with cognitive
impairments. Often when a treatment session is conducted in the home, a setting in
which the individual can concentrate without distraction is beneficial. In Kenya,
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however, treatments in the home usually consists of the outdoor setting where again
· there are many distractions (Guidetti & Soderback, 2001).

CHAPTER III
METHODOLOGY
Research Design
The purpose of this study was to research the development of occupational
therapy in Kenya A survey instrument was used to collect information from current
practicing occupational ·therapists in Kenya Subjects were asked to report on the
educational levels of occupational therapists in Kenya, types of practice settings in
which they work, prominent diagnoses of patients they treat, utilization of
rehabilitation services, current trends and practice in occupational therapy, and
acquisition, use, and maintenance of adaptive equipment. Finally, the participants
were asked to provide areas in which there may be barriers to treatment or
advancement in the profession of occupational therapy in Kenya The survey "The
·Development of Occupational Therapy in Kenya" is included in Appendix B.
Instrumentation
The survey used in this study was designed by the researcher and presented to
three occupational therapists for face validity. Revisions were made to increase the
clarity of the instrument. The final survey consisted of 17 items including multiple
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choice and open-ended questions to provide both qualitative and quantitative
information. (See Appendix B, pages 43-45.)
Subjects
The 28 subjects were selected by way of a convenience sample from the
World Federation of Occupational Therapists as well as through personal contacts.
The subjects participated in the study both through the mail as well as over the
internet. The survey was sent via e-mail to those subjects who had internet access
and available e-mail addresses, and via post to the subjects who only had postal
addresses available. The subjects who participated over the internet were sent an email cover letter with a link to partici}'.llte in the study, which then displayed a consent
form and a link to complete the survey. Those who had mailings were sent a cover
letter, survey, and a self-addressed envelope with a voucher for postage. The cover
letter provided documentation of assumed consent.
Analysis
Data analysis included a simple descriptive measure of the frequency of
responses to the multiple-choice items, which are expressed in percentages. Several
of the questions allowed for multiple responses. Therefore, measures of central
tendency were not appropriate. Most of the data was qualitative by way of openended responses to questions related to the development of occupational therapy in
Kenya. Responses were transcribed and entered into the Ethnograph software

2S
program for sorting of responses and identification of key concepts related to the
development of occupational therapy in Kenya. Two res~chers reviewed the data
separately and then as a team to determine and then refine the numerous themes that
emerged from the respondent's comments.

CHAPTER.IV
RESULTS
Of the origin8:128 surveys, 25 were returned, yielding a response rate of 89%.
Not all respondents provided answers to all of the questions, therefore the total
number of responses varies from question to question. Some of the multiple-choice
questions were devised in a way that the respondents could "mark all that apply."
Thus, in some questions, the cumulative percentages are higher than 100 %.
General Characteristics of Respondents
The data collected supplied a profile of the typical respondent. The
characteristics of respondents are shown in Table 1. The settings in which most of
the respondents work are the government run national hospitals (52%) and the
government run provincial hospitals (40%). According to the responses, a majority of
the occupational _therapists work in government run hospitals or clinics as opposed to
non-governmental facilities, such as private practice (12%) or schools (8%). Other
areas that were mentioned by the respondents as settings in which they provide
services are an occupational therapy school, government run district hospitals, and the
Cerebral Palsy Society of Kenya. Some respondents reported that they work in more
than one setting.
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The respondents were mostly newer therapists who have been working as an
occupational therapist for 0-5 years (36%). Since the edu~ational level for an
occupational therapist _in Kenya is a three-year diploma program, the highest degree
held for a majority of the respondents was a diploma in occupational therapy (76%).
However there was one respondent who has a post-graduate certificate in
occupational therapy and one who has a master's degree in occupational therapy.
Table 1
General Characteristics of Respondents
Question

Choices

Percentages

Setting Type
Government run national hospital
Government run provincial hospital
Government run regional clinic
Non-governmental religious school for
children with disabilities
Non-governmental business working with
preventing or treating injured workers
Non-governmental private practice
Other

52%
40%
8%
8%

4%
12%
24%

Years in OT
0-5 years
6-lOyears
11-1S years
16-20 years
21+ years

--36%
20%
12%
16%

12%

Highest Degree
Diploma
Masters
Post graduate certificate

76%
4%
4%
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General Clinical Characteristics
The responses to the multiple-choice questions regarding the clinical
characteristics of practice are shown in Table 2, page 29. Of the diagnoses treated, 21
of the 25 respondents (84%) reported that they treat patients with neurological
diagnoses. The next largest populations treated are those patients with orthopedic
diagnoses (72%). The populations that are treated the least are the immunological
diagnoses (24%). Of the 25 respondents, five (20%). chose only one response to the
diagnosis of patients that they treated. Of these five therapists, three treat patients
with neurological diagnoses, one treats patients with psychological diagnoses, and
one treats patients with orthopedic diagnoses. All of the other respondents chose
multiple responses to the types of diagnoses that they typically serve.

In response to the age population that is served, 44% of the respondents report
that they treat all populations (0-65+ years of age).. Only 4 of the 25 respondents
(16%) report that they see a specific age group. Two respondents serve only the

.pediatric population (0-11 years of age), one serves middle adults (31-50 years of
age), and one serves later adults (51-65 years of age). The remaining respondents
report that they serve a variety of age groups during treatment
Eighty percent of the practicing occupational therapists in Kenya that were
surveyed report that the Rehabilitative Frame of Reference is the most widely used
therapeutic approach. Of the 25 respondents, three therapists report that they use only
one treatment approach during therapy. These approaches are Sensory Integration
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and Learning Theory. The remaining respondents use multiple approaches during
treatment.

Table 2
General Clinical Characteristics

Question

Choices

Percentages

Diagnosis
Neurological
Cardiopulmonary
Psychological
Orthopedic
Immunological
Rheumatic

84%
24%
48%
72%
24%
48%

0-4 years of age
5-11 years of age
12-18 years of age
19-30 years of age
31-50 years of age
51-65 years of age
65+ years of age

72%
76%
64%
64%
76%
60%
56%

Population Treated

Therapeutic Approach
Neurodevelopmental Theory
56%
Biomechanical Frame of Reference --72%
Sensory Integration
64%
Rehabilitative Frame of Reference
80%
Learning Theory
48%
Other
12%
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Advances, Changes, and Limitations in Therapy
In response to the open ended questions, not every.therapist chose to answer
all of the questions, however the therapists who did complete the questions had very
similar views and information to provide. When asked to· explain the major advances
or changes in occupational therapy education, 61 % report that there are plans in the
occupational therapy curricula to transition from the diploma to a bachelors degree
course. There bas also been the introduction of new disciplines, such as
neuroscience. According to the respondents, 59% of those who answered the
question addressing advances or changes in occupational therapy practice report that
there has been as advance in technology. Amajority (71%) of those who responded
report that research in the field of occupational therapy is not being completed in
Kenya. The other 29% report that the research that is being done is mostly qualitative
research.

CHAPTERV.
DISCUSSION AND CONCLUSION
Summary of Results
This study provided several significant findings regarding the development of
occupational therapy in Kenya. Although this survey consisted of mostly open-ended·
questions (See Appendix C), the results show that a majority of the respondents have
similar views.
Most of the respondents entered the field of occupational therapy with a desire
to serve the disabled or underprivileged in their country as represented by one
respondent who stated:
I developed the desire to assist the.disabled while in primary school. I bad a

desk mate who was crippled with polio as we ran in the school compound he .
just sat down with tears in bis eyes. This really touched me and I decided to
help the disabled when I grew up.

-----

Another common response reflected a desire to work with children, such as that of
·one respondent who stated, "I needed a work environment whereby l would be able to
work with children and young people because mainly these are the less privileged in
our society." ,
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The data indicates that most of the therapists in Kenya are working in
government run hospitals or clinics. This may be "becaus~ the first training program
was .located in a government college of health professions and ·students admitted to

the program were on government scholarships" (Punwar, 1994, p. 7). Another
significant finding was that therapists in Kenya see a variety of patients. ·Many report
that they treat a wide range of ages and diagnoses. As Punwar (1994) states,·
"Occupational therapists in developing countries tend to be less specialized than those
in technically advanced countries" (p. 10). The areas that were indicated in this study
as being specialty areas were pediatrics, neurological disorders, and orthopedic areas.
Many therapists reported interest in education ofspecialty areas. Some areas noted
were geriatrics, burn management,· sensory integration, speech, pediatrics, and
orthopedics. Since the areas of pediatrics and acute trauma are the two main areas of
rehabilitation in Kenya, specializing in these areas would.benefit the patients as well
as the profession (Tyldesley, 1996).
In the area of education, the profile indicates that currently the highest degree

obtained is a diploma in occupational therapy, which is a three-year program, by 76%
f.

of the respondents. This could be changing in the near future. As one respondent
wrote, "Occupatio_nal therapy still remains a diploma course, but plans are underway
to bring the opportunities for further training e.g. in Moi and Egerton Universities i.e.
a degree course." This was a common theme throughout the responses to the
question of observed advances or changes in occupational therapy education. There
are also exchange programs available so that students from Kenya can be involved
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with students from Australia to allow further education. As one respondent reports,
the C<introduction of degree programmes in Kenya Medical Train.in~ College in
collabo~tion with Curtin University- Australia/' has furthered education for the
Kenyans. Another common theme for advancement in education was the recognition
of the occupational therapy curriculum by the World Federation of Occupational
Therapists in 1976 (Joe, i993a).
Respondents consistently noted that the general public is being introduced and
educated about the benefits of occupational therapy. This is allowing for more
interest in the field, ·which is advancing the profession. It is noted that the education
of doctors about the field of occupational therapy is increasing referrals. Therefore,
the profession is becoming increasingly visible in Kenya not only to the medical field,
but also to the general population. Occupational therapy is extending from the major
cities to the rural areas. This increase in awareness of services offered has enhanced
the response of those people with disabilities to seek services.
In terms of occupational therapy practice models, the profession has shifted
·from the diversional therapies, such as arts and crafts, to functional activities, such as
activities of daily living and preventative measures. More recently,J~chnological
1

advances have occurred allowing more modem equipment and aids to be prescribed
instead of the traditional way of practice. The introduction of community based
rehabilitation (CBR), where the therapist provides treatmentin the individual's
natural setting and community rather than in the clinic or hospital setting has helped
to expand the areas of practice for occupational therapists. The idea of private

practice is becoming more of an interest to therapists in Kenya as noted by the
statement, "More and more therapists are going into priva~e practice here in Kenya,
something which has not been the case in the past." This suggests that occupational
therapy as a profession is being recognized by the public ~d the medical field as an
important media in treatment and rehabilitation.

In the area of research, the majority of the therapists surveyed report that there
is not much being done. Of the respondents who reported any advancement in this
area, all reported that the research that has been done has been qualitative research..
The reason consistently cited for lack of research is a lack of financial. It is
recognized by the therapists that research needs to be done in order to advance the
profession, but simply cannot be done due to the financial constraints. ·
Education and research are two common areas in which the respondents
would like to see occupational therapy expand in the future. Ergonomics, driving
assessments, standardized assessments, and the use of modem technology are
specialty areas in which many therapists would like to gain knowledge and see·
expansion. Expanding therapy to the niral areas and community based rehabilitation .
programs are an interest to many respondents. Since occupational therapy services
are expanding to private practice services, these therapists would like to have legal
coverage for their services. In the area of research, one therapist reports that they
would like to have an occupational performance follow-up program: This would
allow information on the effectiveness of the services that were provided so that if
changes were needed, they could be made. If an individual receives treatment that is
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effective and beneficial to them, they are going to share their positive experience with
others. In a country where information travels most effectj.vely by "word of mouth"
being confident that the services were felt to be effective is important in expanding .
awareness of services;
The majority of adaptive equipment used in the clinics focus on positioning,
ambulation, and activities of daily living skills.· Much of the positioning equipment is
used in preventative measures and for support. Positioning aids include sitting and·
standing aids, adaptive chairs, comer seats, wheelchairs, and splinting. Adaptive
equipment used for activities of daily living are built-up spoons, adapted utensils, cup
holders, toileting aids, bathing aids, and adapted telephone handles. These are the
specific items that the respondents listed as items that were typically used.
These items are usually fabricated on site (76%). Other ways that these items
are obtained are through purchasing (44%) and donations (40%). Typically the. ·
therapist assesses the patient for the limitations that the individual may have and the
· type of equipment that would be beneficial in improving functioning. Then the

adaptive equipment is made by the therapist or a "local artisan," but the costs are
. .

.

often incurred by the patient or the family. Occasionally a "well-wisher'' or.
association will donate materials to fabricate the item, but this is often a lengthy
process. The most commonly used materials for fabricating the aids are wood,
orthoplast, and Plaster of Paris. Orthoplast and Plaster of Paris are imported materials
from advanced countries making the costs more expensive. Other commonly used
items are wires, leather, and aluminum. Plaster of Paris is the most common material
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used when fabricating a splint. Wood is used due to being inexpensive and more
easily available.
In developing countries, there are often limitations in providing the equipment

that is designed to enhance the individual's functioning. Many therapists report that
the patients often cannot afford the materials needed to fabricate the aid or the
materials are not locally available, thus increasing the costs to obtain them. Often
when the aid is fabricated, the materials that are used make the aid large and
cumbersome. In Kenya appearance has a profound impact, therefore individuals
often choose not to use the adaptive equipment. People with disabilities are already
stigmatized by society, so to add adaptive equipment decreases even furthe~ their
value as a citizen. Being a highly relational culture, relatives of the individual with a
disability often want to help in the areas of bathing, dressing, cooking, and eating.
Therefore, the adaptive equipment would not be cost effective.
Limitations of the Current Study
This study was limited by its survey design. Survey research has limitations
by nature. Since the researcher was not present while the survey was being
completed, it is difficult to address any questions that might arise. Therefore,
respondents may interpret items differently, affecting the results.
The sample was small due to limitations in contacting practicing occupational
therapists in Kenya. Some therapists had access to the internet, however telephone
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lines in Kenya are often unreliable. Therefore, communication with Kenya is often
inefficient.
There was minimal difficulty in interpreting the open-ended questions that
were completed by the respondents. Since there was not a follow up survey to clarify
the responses, the information that was obtained is limited. A more detailed survey
could have been devised to ~ddress the answers that were more broad in order to have
a more accurate finding of the development of occupational therapy in Kenya, more
specifically the current practices and use of adaptive equipment in the clinic. A large
amount of information was received through the surveys, however there are many
questions that remain. Upon analyzing the data, there were questions that arose
concerning the culture, the environment, and the politics of Kenya. Unfortunately the
researcher did not have a contact that could interpret the information more
effectively.
Conclusions
The focus of this study was to identify the educational levels of occupational
therapists in Kenya, types of practice settings, prominent diagnoses of patients
treated, utilization of rehabilitation services, current trends and practice in
occupational therapy, and acquisition, use, and maintenance of adaptive equipment.
The findings of this study have satisfied these expectations. This study has also
uncovered areas in which occupational therapy in Kenya is continuing to develop.
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Through this study several significant aspects of the development of
occupational therapy in Kenya have been recognized. Profiles of the typical
characteristics of occupational therapists and of the general clinical characteristics
were developed. The results show that a majority of therapists practicing in Kenya
have similar views. The advancement of occupational therapy in Kenya has been the
result of positive changes in the profession. Plans to extend the curriculum from a
diploma program to a degree program have been underway. Along with the
development of a community based rehabilitation program. Therapists have shown
interest in gaining knowledge in specialty areas to benefit the patients whom they
serve. The areas of pediatrics and community based rehabilitation have become more
of a focus for occupational therapists in Kenya. The respondents have shown a desire
to gain knowledge from more developed countries in occupational therapy to expand
the services in their country.
Overall the changes that have occurred in occupational therapy in Kenya have
been positive ones. Helping the profession to gain recognition among the medical
field as well as among the general population in Kenya has benefited therapists by
allowing them to receive more referrals. It is expected that further_ development in
occupational therapy in Kenya will occur. A follow-up study would be beneficial to
indicate further development in these areas as well as in the areas of adaptive
. equipment and research. Further studies to track these changes and to further clarify
the advances in occupational therapy practice, education, and research are suggested.

Appendix A
Protocol Clearance From the Human Subjects
Institutional Review Board
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Ben Atchison, Principal Investigator
Mindy Owens, Student Investigator for thesis
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From: Mary Lagerwey, Chair
Re:

HSIRB Project Number 02-01-23

This letter will serve as confirmation that · your research project entitled "The .
Development of Occupational Therapy in Kenya" has been approved under the exempt
category of review by the Human Subjects Institutional Review Board. The conditions
and duration of this approval are specified in the Policies of Western Michigan
University. You may now begin ·to. implement the research as described in the
application.
Please note that you may only cond_uct this research exactly in the form it was approved.
You must seek specific board approval for any changes· in this project. _You must also .
seek reapproval if the project extends beyond the termination date noted below. In
addition if there are any unanticipated adverse reactions or unanticipated events ·
associated with the conduct of this research, you should immediately suspend the project
and contact the Chair of the HSIRB for consultation. .
·
·The Board wishes you success in the pursuit of your research goals.

Approval Termination:

February 27, 2003

Walwood Hall, Kalamazoo Ml 49008-5456
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Apprnved for use for one yett'2rom this date:
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Participant Consent
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Western Michigan University
Department of Occupational Therapy
Principal Investigator: Dr. Ben Atchison
Student Researcher: Mindy Owens
- Title: "The Development of Occupational Therapy in Kenya"
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You are invited to participate in a research project entitled ''The Development of
Occupational Therapy in Kenya." This study is designed to research the development of
occupational therapy in Kenya, such as the educational levels of occupational therapists
in, Kenya, practice settings, prominent diagnoses of patients treated, utilization of
rehabilitation services, current trends and practice in occupational therapy, and
acquisition, use, and maintenance of adaptive equipment. This study is being conducted
by Dr. Ben Atchison and Mindy Owens from Western Michigan University, Department
of Occupational Therapy. This research is being conducted as part of the thesis
requirements for Mindy Owens. ·
· This survey is comprised of 17 items that will require approximately 45 minutes to
complete. Your replies will be ,:;ompletely anonymous, so do not put your name
anywhere on the form. You may choose to not answer any question and simply leave
that question blank. If you choose not to participate in this survey, you may either return
the blank survey or you may discard it. Returning the survey indicates your consent for
use of the answers you supply. If you have any questions, you may contact Dr. Ben
Atchison at ben.atchison@wrnich.edu, Mindy Owens at mindyowens@hotmail.com, the
Human Subjects Institutional Review Board (616-387-8293)~ or the vice president for
research (6!6-387-8298).
This consent document has been approved for use for one year by the Human Subjects
Institutional Review Board as indicated by the stamped date and signature of the board
chair in the upper right comer. You should not participate in the project if the comer
does not have a stamped date and signature.

.
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Please take the time to fill out this questionnaire and return via e-mail. Thank you for
your time and input for this research project.
1. What type of setting are you working? (Mark all that apply)
a. government run national hospital
b. government run provincial hospital
c. government run regional clinic
- for people with mental illness
- for people with mental retardation
d. non-governmental religious school for children with disabilities
e. non-governmental business working with preventing or treating injured
workers
f. non-governmental private practice
g. other: _ _ _ _ _ _ _ _ __
2. What age population are you working? (Mark all that apply)
a. infancy to early childhood (0-4 years of age)
b. early childhood to late childhood (5-11 years of age)
c. adolescence (12-18 years of age)
d. young adulthood (19-30 years of age)
e. middle adulthood (31-50 years of age)
f. later adulthood (51-65 years of age)
g. older adulthood (65+ years of age)
3. What types of diagnoses do you typically serve?
a. neurological
b. cardiopulmonary
c. psychological
d. orthopedic
e. immunological
f. rheumatic
g. other: _ _ _ _ _ _ _ _ __
4. How long have you been working as an occupational therapist?
a. 0-5 years
b. 6-10 years
c. 11-15 years
d. 16-20 years
e. 20+ years
5. Indicate your highest degree earned (i.e. diploma, Bachelor's degree, etc.)

6. Principle motivation for entering the field of occupational therapy?
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7. What type of approach to therapy do you currently use in practice?
a. Neurodevelopmental Theory(NDT)- This theory focuses in axial control,
automatic reactions, and limb dissociation. Normal movement patterns are
learned by experiencing how normal movement feels.
b. Biomechanical Frame of Reference - Functional activities are used to regain
range of motion, strength, and endurance. This will lead to regained function.
This frame of reference is used for those patients with an intact central
nervous system.
·
" c. Sensory Integration (SI) - This is used to organize sensations for functional
use. The integration of sensory information such as vestibular, tactile, and
proprioceptive input is fundamental in the ability of a person to interact with
their environment. Sensory integrative dysfunction is characterized by
problems in central nervous system processing of sensory input.
d. Rehabilitative Frame of Reference - This emphasizes the individual's
abilities and is used when medical or surgical remediation is not possible or
completed. The rehabilitative frame of reference focuses on compensatory
methods, assistive devices, and environmental adaptations that the individual
needs in order to function regardless of his or her disability.
e. Learning Theory - This is used when a patient is able to retain information
and use it in any context. The goals of practice, training, and therapy are longterm retention, generalizability, and task learning that is used in all
environments.
f Other:

------------

8. Describe the major ADVANCES or CHANGES you have observed in
occupational therapy EDUCATION?

9. Describe the major ADVANCES or CHANGES you have observed in
occupational therapy PRACTICE?

10. Describe the major ADVANCES or CHANGES you have observed in
occupational therapy RESEARCH?
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11. In what areas would you like to see occupational therapy in Kenya expand in the
future?

12. Describe the use of adaptive equipment in your clinic.

13. Describe the method in which you provide adaptive equipment to your patients.

14. What types of equipment are used?

15. Indicate how the adaptive equipment is obtained (purchased, donated, fabricated
on site).

16. If fabricated on site, describe common materials used to construct the equipment.

17. Describe limitations that you encounter related to the way in which you provide
adaptive equipment.

AppendixC
Responses to Open-Ended Questions
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6. Principle motivation for entering the field of occupational therapy?
''New area of practice"
"The urge to be a part of the solution to disability."
"Lack of employment"
"Rehabilitation"
"Love for the physically and mentally disadvantaged persons who can be productive
if helped."
"Reducing disability in our society."
"Help the sick though occupational therapy technics."
"A feel for helping the disabled."
"OT is a helping proffession and therefore I felt I will have a chance to help."
"Create awareness and serve the most neglected in my country."
"Being a unique field, I wanted to discover its reality. What it contains and how it
achieves therapy."
"I developed the desire to assist the disabled while in primary school. I had a desk
mate who was crippled with polio as we run in the school compound he just sat down
with tears in his eyes. This really touched me and I decided to help the disabled when
I grew up."
"I love children and working with children so when it came to choosing a career I had
to do with something to assist children thats how I got to train as O.T."
"I needed a work environment whereby I would be able to work with children and
young people because mainly these are the less privilaged on our society, and more so
those with disabilities or other conditions limiting their daily function."
"Had always had desire to work in medical field and OT was a choice."
8. Describe the major ADVANCES or CHANGES you have observed in
occupational therapy EDUCATION?
"Initially from a diploma based institution to a masters program and now many others
are going through degree completion through distance learning."
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"The number of graduates as well as enrolment has grown through the years. The
fact which has resulted in increased awareness and knowledge in O.T."
"Degree conversion programmes, post graduate courses (both short and long term),
emergency of new disciples like occupational sciences."
"Specialization in different fields -hand rehabilitation, neuroscience, etc."
"Specialization in specific areas e.g. hand therapy, pressure therapy. Advancement in
education from diploma to degree."
"Occupational therapy still remains a diploma course. But plans are underway to
bring the opportunities for further training e.g. in Moi and Egerton Universities i.e. a
degree course."
"Broad appreciation and integration of occupational science in OT training
programmes."
"Introduction of a degree course thro correspondence fro Japan to a few tutors.
Updating of reading textbooks which are rare in our bookshops, and OT journal
subscription. Student exchange programme btn Kenya and Australia."
''Not so much. Most tutors are diploma holders."
"Introduction of rehabilitation medicine in the University (Egerton University in
Kenya - I year course). Also introduction of degree programmes in Kenya Medical
Training College in collaboration with Curtin University-Australia."
"In terms of curriculum in college, a lot as been done in addition of new subjects to
suit the changing pattern of treatment of OT and also to counteract the emergency of
new condition. But movement from one step to another e.g. continuation of
education from diploma to degree then Master is a big problem in our country
because up to now the further you can go here in Kenya is diploma certificate."
"The recognition of the curriculum by WFOT. Credit award for courses _ _ __
for advancement of studies."
"Upgrading of Occupational Therapy to Bsc. Review of the curriculam to current
WOFT standards. Venturing in to other rehab areas e.g.----~ driving
schools. Introduction of Community Based Rehab."
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"Increase in the enrolment of student in the faculty of occupational therapy. Students
from other countries like Australia are being involved in exchange programme with.
students from Kenya."

"A part from the usual Occupational Therapy diploma there's an introduction of a
·Bachelor of Science Degree in O.T. in an exchange programme plus an higher
Diploma especially in Medical Education."
"Occupational therapist are now able to specialise in either field of paediatrics,
physical disabilities or psychiatric setting as oppossed to before. OT with diploma
can now in future persue degree courses."
"Awareness of services offered has enhanced the response of those with people with
disabilities and those disabled to seek services."
"There has been several advances in kenya including a recently introduced bsc.
Degree at the kenya medical training college here in Nairobi. There is also a master's
degree in O.T medical education."
"Occupational therapy is getting to the rural areas and general population recognize
OT. More doctors recognize OT and has increased referals."
9. Describe the major ADVANCES or CHANGES you have observed in
occupational therapy PRACTICE?
"A big shift from craft oriented to Human Occupation Programs that reflect daily
activities of an occupational being."
"As the awareness increases and many pts come to the therapy centers so are the
needs to advance the practise. Modern equipments and aids have been prescribed
instead of the tranditional way of practise."

"Use of modern technology, introduction of standardised assessment methods"
"Availability of modern equipments used in treatment."
"There are no advances or changes in occupational therapy practice."
"Use of electrical equipments like wheelchairs massagers, etc."
"Use of machines like vibrators in a few hospitals."
"Use of modern modalities in treatment e.g. splinting material."
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"The old type of treatment media, being used in OT has now been phased out and
replaced with modem technology e.g. activities like macramy making, stool sitting,
etc."
"Awareness concerning the treatment and handling of disabled people has been made
throughout the community especially in community based rehab. Vocational training
has been given to (OT) patients in sheltered workshops and schools. Early
intervention has been made to correct or habilitate the affected children e.g. CP's. It
has resulted into joint venture between ministry of education and health in school
placement to affected children."
"Appreciation of client resettlement within their integral communities with limited
facilities."
''Better Rx facilities and modalities e.g. Pressure garments, vestibulator for (SI).
Practice in community based programmes."
"Government and the public in general have started appreciating occupational therapy
as an important media in treatment and rehabilitation of neurological conditions like
cerebral palsy. Use of equipments like vibrator in normalizing muscle tone."
"That an occupational therapist is an extensive worker. Advances in technology
(IT)."
"Adaptive devices are now readily available outside hospital settings i.e. in private
clinics."
"Knowledge about various deformities adaptives aids and interaction has enabled
easier access to these services."
"More and more therapists are going into private practice here in kenya, something
which has not been the case in the past."
10. Describe the major ADVANCES or CHANGES you have observed in
occupational therapy RESEARCH?
"It is more of experiences of different groups of persons as they carry out their daily
chores."
"New methods of therapy intervention through research have been discovered. Many
people have engaged in various research."
"Use of qualitative type of research in preferance to quantitative type."
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"There is no research being carried out as far as occupational therapy is concerned."
"NIA"

"Due to lack of financial resourses no advances/changes noted yet."
"Not much"
"So far little has been done as far as research is concern."
"Due to research changes that I have observed in occupational therapy is that many
young people want to study occupational therapy course. Also we as staffs in public
hospital, we have been motivate to create awareness and also very eager to learn more
about OT if give chance and opportunity to do so."
"NIA"

"There is no major changes."
"Not much as been in terms ofresearch we need to work on this area."
"None"
"Not much is being done on research"
11. In what areas would you like to see occupational therapy in Kenya expand in the
future?
"Community development field and occupational safety for all the workers"
"Patients/clients awareness, community awareness, education/skills acquisition,
research"
"Work assessment areas, driving assessment clinics, (use of) standardised
assessments, (use of) modem technology."
"Private practice, health centres and rural areas, industries"
"Specialization in different areas including research."
"All areas because in Kenya we have varying conditions which need our attention."
"Research, specialised areas in education, availability of degree courses."
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"Research, Education"•
"Level of education, research, occupational performance follow up programme"
"Geriatrics management, orthopedics management, burn management"
"OT' s should be involved in policy making, to be able to work in all insurance
companies, to be involved in occupational health sector, occupational therapist
involved in extensive research programmes/projects."
"CBR, research, legal coverage during practice"
"In semi-arid and arid areas such as the north eastern province of Kenya, the northern
part of Rift Valley Province and more emphasis to be done in all district hospitals in

Kenya. Also occupational therapy curriculum must be revised to suit the current
situation in medical field e.g. from Diploma to degree level and beyond."
"Such areas as psychology, peadiatrics among others are the ones seen to have great
changes in future."
"Sensory integration, management of burns, probiems in speech."
"Mostly peadiatric OT"
"Community based and special school units."
"I want occ therapy to expand mainly in community based rehabilitation."
"Paediatric occupational therapy, physical disabililities."
"Research, OT in rural areas, modern/state of the art equipment."
"Treatment equipments in the rural areas."
12. Describe the use of adaptive equipment in your clinic.
"Used for feeding, walking, standing, crawling, rolling, relief of pain - use in all
activities of daily living."
"I work in orthopaedic/fracture clinic and the main role is refferal of clients to occ.
therapy dept. hence there is no close monitoring of aids. Hence I don't see
equipments in the clinic."
"For ADL training, learning difficulties, cognitive and perceptual training."
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"Used to assist client accomplish a task in areas of self-care, feeding, grooming and
clothing."
"Use varies with the kind of disability the pt displays."
"To avoid contractures, to increase range of motion."
"Splints - used to correct, prevent contractures, and positioning for functional
activities. Wheelchairs for mobility to help ADL's."
"Increase of ROM, increase of strength tolerance, energy conservation, supportive."
"Mostly used is wood which is locaJly available."
"We have few adaptive equipment so far."
"Adaptive equipment are used in the clinic to aid the affected patient to function to
near normal or normal as he was before. To be in the position to carry out the
(ADLs) activities of daily living and also act as the compensatory technique rendered
by affected parts."
"Based on client education and community background and acceptance."
"Due of the adaptive equipment in the clinic is sitting aid _ _ _ standing aid.
Used in skill training and also as feeding seat. Has a working table and a slanting
foot rest to break foot drop."
"Use of addaptive sitting aids and standing aids for children with delayed milestones.
Adaptation of spoons, pencils to increase grip - by increasing the size of the pencil or
spoon to increase the independence."
"Adaptive equipment is very useful in our rehabilitation process. Helps prevent·
contractures, positioning and for reaching out purposes."
~"Splints - for posturing of limbs, adaptive chairs - sitting training, adaptive
standing/sitting aids - standing training"
"Splinting for corrective purposes, positioning, training"
"They are locally manufactured and patients decline to use them for cosmetic
reasons."
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13. Describe the method in which you provide adaptive equipment to your patients.
"After production - the equipment is either used in the department or taken home for
use on hourly basis. Proper instructions are given to prevent disuse of the equipment
or hurting."
"I give advice to the clients on the type and method."
"Assessment and then for splints I make but for other equipment once design has
been made the tailor and carpenter makes, parents or guardians occasionaly sent to
purchase."
"Assessment to determine level to inability to accomplish a task/tasks, identification
of adaptive equipment, acquisition and application, evaluation of function."
"Identify adaptive aid required, design, make the aid."
"Designing and making them ourselves."
"We first make a required assessment on the part of the clinet and prescribe necessary
adaptive aids and then ask the client to buy when materials are not present in the
stores."
'
"By use of locally available materials."
"The OT' s assess the clients, take measurements and design an equipment as per the
needs of the client. These measurements are given to an artisan who happens to be a
father of a CP child to fabricate away from clinic."
"Hospital _ _ _ _ _ _ _ _ _ _ initially, home assessment and then the
adaptation."
"Methods are 1. evaluation or screening of patients to know their needs and their
limitations. 2. Fabrication of the adaptive equipment. 3. Train him/her on how to use
the adaptive equipment. 4. Return the patient back to his/her occupation or ressettle
the patient back to society."
"Through education - by instructing the patients on how to use them when the
therapist is not around especially when they are at home."
"The clients have to cater for the cost incured."
"Evaluating and identifying limitations and impairments."
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"Assessment of the patient, after assessment we look at remaining abilities then we
prescribe the equipment. After that, we fabricate and train the patient how to use it."
"Splints - by using Plaster of Paris"
"Most patients provide money from their own pockets for purchase or fabrication of
adaptive equipment."
"After evaluation is completed, Therapist determines the need of equipment and
informs Doctor who later gives Orders."
14. What types of equipment are used?
"Cup holders, helping hand, arm slings, standing, crawling, rolling, and walking aids"
"Low cost e.g. from local timber, high cost (from) factory made"
"For ADLs - adapted spoons, knife, comb, cups, toileting aids etc. For
communication - writing aids, columns/symbols, adapted telephone handles."
"Feeding, toileting, bathing aids"
"Wires and leather, Plaster of Paris, Orthoplasts"
"Splints, walking aid, standing aid, finger exercises"
"Wheelchairs, splints, standing aids, walking aids"
"Reaching aids, supportive and preventative"
"Esp. Paediatrics e.g. sitting aids, standing and walking aids"
"Stool sitting, static bicycle, baby walker, standing aid"
"Walking aids for children with delayed milestones, splints to prevent contractures,
etc."
"Locally available material, i.e. _____ and waste paper."
"Sitting aid, standing aid, walker (metal), corner seat."
"Woods, old garmets/clothes, old newspapers and plastics, homemade rollers like
logs, blankets."

56

"Orthoplast splints, leather aids e.g. spoon holders, special equipments."
"Splints, adaptive standing/sitting aids."
"Splints, sitting aids, walking aids."
"Wheelchairs, sitting or standing aids, e.t.c."
16. If fabricated on site, describe common materials used to construct the equipment.
"Leather, wood, wires, PVC, cloth, castors, and metal, and alluminum"
"Timber, orthoplast, plaster of paris, Kay splint"
"No specific material- commonly used are orthoplast, plastic, wood, wires, leather."
"Wood, orthoplast (thermoplastic materials) and cloth materials."
"Wood and othroplast, cloth materials accesories- e.g. velcro, wheel castors, foam,
,,
"Plaster of Paris (POP), orthoplast, aluminum sheets, wood."
"Use of orthoplast for most splints, leather material for others e.g. feeding aids, wood
mostly for reaching out things."
"Wood can be used to make a sitting aid or standing aid or walking aid, old garments
can be used to cushion, big plastic containers can be used in toilet training."
"Steel rods, paint, canvas."
"Wood, nails, paint, and rubber."
"Plaster of Paris (POP), orthoplast (for those patient who can afford), leather
materials, wooden materials and aluminum."
"Plaster of Paris (POP), aquaplast (not commonly used), orthoplast."
"Wood, nails , glue"
"P.O.P., wire, leather, in some cases orthoplast and aluminum."
"Plaster of Paris for splints and locally made materials for standing aid and walking
aids."
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"Splints - use of Plaster of Paris and sometimes orthoplast."
"Plaster of Paris, wires and leather, orthoplast although rarely found, cardboard."
"Plaster of Paris, cloth material, wood, metal bars."
"Wood is the commonest and usualy the cheapest."
"Theraplast and plaster of paris."
17. Describe limitations that you encounter related to the way in which you provide
adaptive equipment.
"Lack of funds in purchasing the above materials."
"Limited resources i.e. funds to purchase adequate materials and equipment, factory
made equipment is very expensive because there is no local factory. It should be
noted that some materials like orthoplast splinting (material) and P.O.P. are all
imported from advanced countries hence making the cost very expensive. Lack of
appreciation of equipment by client and relatives as at times they fail to understand
the need for equipment. Inability by clients to purchase the necessary equipment.
Relatives wanting to help in areas such as AOL's e.g. cooking, eating, bathing, and
dressing. Some clients may not be in a hurry to go back to employment as they are
unemployed and dependant on relatives."
"To purchase - not locally available, no ready donors, materials not conforming,
acceptability by pt not guaranteed."
"Frequent breakage of equipments used for construction/fabrication of aids e.g. heat
gun, etc."
"Lack of materials."
"Cost - the cost of achieving materials is very high."
"Most clients do not have the money to pay for occupational therapy services and
money to buy Plaster of Paris for fabricating splints."
"Most of them need the client to meet the cost of which hinders many clients."
"Majority of pt are poor hence it takes a lot of time to get materials required. Modern
tools to do the work are not available. High cost in most modern equipments."
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"Durability, environmental/constructional barriers at the point of use, acceptability by
client."
··
"As far as the adaptive equipment is concerned we are faced with the way patients
maintained the equipment at home. Also sometimes the equipment is expensive to be
afforded by them so they end up not purchasing it as it is being instructed by the
occupational therapist."
"Lack of materials to fabricate/make adaptive equipment, small budgeting allocation
to rehabilitation departments, in our hospitals e.g. I 0,000 Ksh per year. The rest will
be met by patients. Poor coordination between the clinicians and the occupational
therapy team in management of pts."
"Most clients prefer cosmetic equipment to locally available in terms of quality."
"Transportation from clinic to home, financial constraint with the parent, multiple
deformities within one client."
"At times they are not efficient, time consuming and at times they are not
comfortable, lack' of storage, lack of cosmetics."
"The procedure of acquiring materials from the main government suppliers takes a
long time, clients sometimes have no money to purchase them, depending on
donations sometimes we finally end up getting what we don't require."
"Funds to purchase the materials are not readily available. Patients buy the materials
themselves as there is no health insurance in the country covering for such services."
"The cost of the above materials for fabrication of A. Aids is high and the govt cannot
cater for the expenses. So the clients have to buy themselves hence the time duration
and sufficient materials are limited."
"Financial constraints are the major problem and also lack of pro~r tools."
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